Though the lecithin/sphingomyelin ratio (L/S) has provided a powerful predictive tool of fetal lung maturity regarding respiratory distress syndrome (RDS), increasing dialogue between neonatologist and obstetrician in a perinatal approach has suggested the potentially dangerous tendency to equate "mature L/S" with "mature fetus". A retrospective study evaluated the relationship between infant outcome, infant maturity and L/S maturity. During a six year period 385 L/S were reported as "mature". Of these, 41 were excluded for inadequate data, 252 delivered at>37 wks gestation (term) and 93 at(37 wks (preterm) gestation.
We performed serial pulmonary function tests (PFT) in 6 previously healthy children (mean age 11) hospitalized with AM confirmed serologically. Four of 6 had no specific respiratory symptoms. while 1 child presented with acute respiratory failure. Chest x-rays demonstrated infiltrates and nodules, but no effusions. In addition to arterial blood gases, PET'S included spirometry, lung volumes, and diffusing capacity performed 1, 4, 8, and 12 weeks after admission. Mean Pa02 on admission was 59 m Hg (range 42-70). Pa02 reverted to normal in 4 children by 2 weeks, and in all 6 by 4 weeks. PFT'S initially were severely restricted. Values as % of predicted were: Vital Capacity 55%; Total Lung Capacity 59%; Diffusion Capacity 47%. Decreased exercise tolerance correlated with PET changes, but x-ray findings did not. PFT's reverted to normal in 3 of 6 by 4 weeks, and in the remaining 3 by 8. 8, and 12 weeks. These studies suggest that the physiologic changes associated with AM are extremely variable. AM may be a cause of life-threatening respiratory insufficiency in previously healthy children. Physiologic changes of the restrictive type may exist despite lack of symptoms. These abnormalities may persist for months, but do not result in permanent damage despite persistence of x-ray abnormalities. Total PL in LB increased 4-5 fold from 28 to 30 da gestation, but did not increase in MT or MC. PC (a of total PL) increased in LB from 60% at 28 days gestation to 84% at 30 days gestation. but did not increase in MT or MC. Gas chromatography of FArtlE in LB revealed a decrease in C14:O from 7% at 28 days to 3.5% in adult, an increase of C16:O from 54% to 58% and a decrease of C16:l from 12.4% to 6.5%. FAME in MC revealed a decrease of C16:O from 40.2% at 28 days to 35.7% in the adult, a decrease of C18:l from 25.2% to 18.1%, and an increase of C18:2 from 9.7% to 14.7%. Other trends were evident. This data supports the hypotheses that Le is the major storacp organelle for PC at all gestations increasin with maturity, ald that maturational changes in fattyfacids of P? also occurs. Five cases of desquamative interstitial pneumonia diagnosed in children aged 2 months to 3 years have been followed over a 4 year period. The variable clinical presentations included cough. tachypnea, cyanosis and failure to thrive associated with apparent preceeding viral respiratory infections developing over a period ranging from less than 24 hours to several weeks. One infant had probable Wiskott-Aldrich syndrome. Another child. becoming symptomatic in 24 hours. required ventilatory assistance and recovered rapidly with therapy. All chest radiographs showed a diffuse ground glass appearance with accentuated perihilar markings and variable patchy infiltrates. Diagnosis was confirmed by open lung biopsy, showing characteristic packing of alveoli with granular pneumocytes in a monotonous pattern. Initial therapy was 2-4 mglkg of prednisone in 515. 415 had an initial good response with clinical and radiographic clearing. 2 of these subsequently relapsed and expired; one in 19 months after additional chloroquine therapy, the other with Wiskott-Ndrich syndrome died in 5 months of pseudomonas sepsis. One has remained well on no therapy for 2 years, and the one who had no response initially has had progressive hypoxemia over 4 years. Open lung biopsy should be considered in children with tachypnea, cyanosis and compatible x-ray findings. of obscure etiology. for only with a definitive diagnosis can aggressive therapy with high dose steroids, and possibly imnunosupressants, be pursued.
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